Background
==========

The majority of minor salivary gland tumours are malignant \[[@B1]\]. Among benign tumours of the minor salivary glands pleomorphic adenoma is the commonest, found most often in the oral cavity. The parapharyngeal space is a very rare site for this tumour. A case of a large pleomorphic adenoma arising *de novo*in the parapharyngeal space is reported.

Case Presentation
=================

A 40-year-old man presented with a gradually progressive painless swelling in the throat and change in quality of speech of one-year duration. On examination there was a smooth firm bulge of the soft palate and right lateral pharyngeal wall and a diffuse firm fullness of the right retromandibular fossa and the adjacent submandibular trigone. The swelling was bimanually palpable and ballottable. Postnasal examination showed extension of the swelling into the nasopharynx and indirect laryngoscopy revealed the lower limit of swelling at the level of vallecula. There was no significant lymph node enlargement in the neck. With the clinical diagnosis of parapharyngeal tumour a CT scan of the head and neck was taken which showed a poorly enhancing tumour measuring 5 × 4 cm in the right parapharyngeal space, extending from the base of skull to the level of vallecula (Figure [1](#F1){ref-type="fig"}).

![CT Scan of the parapharyngeal tumour.](1477-7819-1-2-1){#F1}

Through a mandibular swing approach, to gain entry into parapharyngeal space, the tumour was excised, after controlling right external carotid artery. On gross examination the lesion was 6 × 4 × 2.5 cm in size with a whitish faintly lobulated and focally glistening cut surface. Histopathological examination showed a neoplasm having an admixture of epithelial and stromal components. Ducts lined by inner epithelial and outer myoepithelial cells were seen surrounded by a chondromyxoid stroma consistent with pleomorphic adenoma (Figure [2](#F2){ref-type="fig"}). Postoperative period was uneventful. Patient was treated with postoperative adjuvant external radiotherapy delivered to the right parapharyngeal space to a dose of 45 Gy in 15 fractions over 3 weeks, and is disease free after a follow-up of three years.

![Photomicrograph showing epithelial ducts seen in a chondromyxoid stroma (Haematoxylin and Eosin ×250)](1477-7819-1-2-2){#F2}

Discussion
==========

Tumours arising in the minor salivary gland accounts for 22% of all salivary gland neoplasms \[[@B1]\]. Majority of them are malignant with only 18% being benign. Of the benign tumours pleomorphic adenoma is the commonest \[[@B1]\]. The most common site of a pleomorphic adenoma of the minor salivary gland is the palate followed by lip, buccal mucosa, floor of mouth, tongue, tonsil, pharynx, retromolar area and nasal cavity \[[@B1]-[@B4]\].

Benign mixed tumours may occur primarily in parapharyngeal space probably from displaced or aberrant salivary gland tissue within a lymph node. This site of origin is in contrast to the tumours that arise in minor salivary glands medial to the constrictor muscles of the pharynx. Another source of such a tumour is the deep lobe of parotid gland, in which case the tumour may present either as a dumbbell tumour abutting the stylohyoid ligament or a round tumour within the parapharyngeal space \[[@B5]\]. A comprehensive review of literature showed very few case reports of pleomorphic adenoma arising *de novo*in the parapharyngeal space \[[@B6]\].

Though most of the benign tumours of the minor salivary gland in the oral cavity present as a painless submucosal swelling \[[@B1]\], those from the parapharyngeal space may show additional symptoms, like otalgia, neuralgia, palsies of 9^th^, 10^th^or 11^th^cranial nerves or trismus. Classical finding of a benign parapharyngeal swelling is a submucosal swelling in the lateral pharyngeal wall with or without extension to retromandibular fossa or the submandibular trigone and bimanual ballotability \[[@B5],[@B7],[@B8]\].

CT scan is an important diagnostic tool in tumours of parapharyngeal space because it helps in determining the extent of disease, local spread and also help to some extent in determining the type of tumour. Contrast enhancement is seen in vascular and neurogenic tumours. Presence of intact fat plane helps in distinguishing benign tumours from malignant. Extension of tumours from the deep lobe of a parotid gland is distinguishable from tumour arising de novo in the parapharyngeal space by a fine lucent line representing the compressed layer of fibroadipose tissue between the tumour and deep lobe of parotid \[[@B9]\].

Histopathologically, pleomorphic adenoma is an epithelial tumour of complex morphology, possessing epithelial and myoepithelial elements arranged in a variety of patterns and embedded in a mucopolysaccharide stroma. Formation of the capsule is as a result of fibrosis of surrounding salivary parenchyma, which is compressed by the tumour and is referred to as \"false capsule\" \[[@B9]\].

The treatment of pleomorphic adenoma is essentially surgical. Though these benign tumours are apparently well encapsulated, resection of the tumour with an adequate margin of grossly normal surrounding tissue is necessary to prevent local recurrence as these tumours are known to have microscopic pseudopod like extension into the surrounding tissue due to \"dehiscences\" in the false capsule \[[@B9]\]. Spiro reported a recurrence in 7% of 1342 patients with benign parotid neoplasms and 6% of patients with benign minor salivary gland tumours \[[@B1]\]. It is logical to infer that the recurrence rate would be higher after surgery for parapharyngeal tumour of similar histology, as a wide resection may not be possible at the site due to proximity of vital structures. Postoperative radiotherapy to the parapharyngeal space could possibly reduce the recurrence rate in such tumours \[[@B10]\].

Pleomorphic adenoma arising *de novo*in the parapharyngeal space is of rare occurrence. High index of suspicion and an adequate clearance of the tumour with a cuff of surrounding dispensable normal tissues is the key to successful treatment of such tumours.
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